Hypertension is the most common chronic disease in the West Indies, and is a major health problem today being among the 10 most common causes of death in the English-speaking territories of the region. Most patients have essential hypertension. Renal failure, stroke, and cardiac failure are the most common complications, myocardial infarction being relatively uncommon in black patients.
Introduction
In the Caribbean, as in most 'westernized' countries, blood pressure rises with age. Antia et al. (1980) showed that from the age of 5 years there was a gradual increase in both systolic and diastolic blood pressure of Jamaican children similar to that seen in black children in Nigeria and the U.S.A. (Fig. 1) . Earlier studies by Miall and Cochrane (1961) indicated that the rise in systolic and diastolic blood pressure of black Jamaican adults was almost identical to that of age-and sex-matched white subjects in Wales (Fig. 2) . In the U.S.A., it has been shown on screening that hypertension is more common in blacks than whites (HDFP Cooperative Group, 1977) , and Sever et al. (1978) in London found that the blood pressure of hypertensive blacks was higher than that of hypertensive whites. Such studies serve to highlight the importance of ethnic factors in hypertension and indicate that in countries with predominantly black populations such as the West Indies, hypertension is likely to be of major significance.
It is estimated from a review of several surveys in the West Indies that 18-22% of adults have blood pressures in excess of 160/95 mmHg Miall and Cochrane (1961) with the permission of the Editor]. al., 1974; Boyle, 1970; Moser, 1960) , but there is a mosaic of influences governing the expression of this genetic susceptibility (Page, 1982) . One important environmental variable is salt. Racial differences in blood pressure have been related to differences in the dietary sodium/potassium ratio (Watson et aL, 1980) , total salt intake (Dahl and Love, 1954) and to abnormalities of sodium handling (Luft et al., 1977; Forrester and Alleyne, 1981; MacGregor et al., 1982) . Teleologically, it can be argued that black persons living in tropical environments have evolved a system of conserving salt as a method of surviving in hot climates and that as a result, on a diet identical to whites, blacks retain more salt and so are more likely to become hypertensive.
There are several observations of biochemical differences between black and white hypertensive o Diostolic subjects, including reports of lower plasma noradrenaline (Jones, Hamilton and Reid, 1978) and lower plasma dopamine f8-hydroxylase activity (Levy, Frigon and Stone, 1979) and lower urinary kallikrein (Levy et al., 1977) in blacks compared to whites. However, these findings do not point to a consistently different pathogenetic mechanism, nor have they been easily reproduced. Yet they are often quoted in the literature, serving to over-emphasize their importance and implying fundamental differences in the pathogenesis of hypertension between these 2 ethnic groups rather than to differences in expression of a common abnormality as may be expected from experience with other human diseases. Even after extensive investigation of hypertensive patients, the majority are found to have essential hypertension and the pattern in Jamaica is similar to that seen elsewhere (Table 2) . (Grell, 1978) and Cleveland Clinic, U.S.A. (Gifford, 1969) Percent of patients Cushing's syndrome
The report of Laragh (1974) suggested a higher prevalence of 'low renin hypertension' in blacks compared to whites. In black Jamaicans, our own studies showed that the prevalence of low, normal and high renin groups was 31%, 45% and 24% respectively (Grell, Forrester and Robinson, 1981) and that there was no preponderance of 'low renin hypertension'. It is possible that reports from multiracial societies showing differences in renin levels between blacks and whites may be as much a reflection of socioeconomic and dietary differences, especially differences in chronic salt intake, as it is of differences in the characteristics of the hypertension itself.
Morbidity and mortality
The most common clinical complications of hypertension in Jamaica and the Caribbean are stroke, renal failure and congestive cardiac failure. This differs from the pattern reported in the U.S.A. (VA Cooperative Study, 1970) (Fig. 3) . In our experience, myocardial infarction as a sequelae of hypertension is less common in black West Indians than in white populations, and this racial difference has been noted by Tyroler et al. (1971) Report, 1977) .
Diabetes mellitus is associated with hypertension in 30%0 of Jamaican patients, and it has been shown that the combination of these 2 problems significantly increases the risk of coronary artery disease, (Ashcroft and Stuart, 1973) .
Renal decompensation secondary to the hypertensive process is common (Fig. 3) and hypertension is the most important single underlying problem producing renal damage necessitating dialysis in Jamaica, Barbados and Trinidad. Goss et al. (1969) suggested that blacks are more prone to develop renal damage than whites. However, the high prevalence of renal decompensation in black hypertensives may be largely a reflection of the severity of the blood pressure elevation.
Malignant hypertension is seen in 7% of hypertensives admitted to the University Hospital and the predominant complication is renal failure (Samuel and Grell, 1982) .
Therapy
In the early period of the introduction of betablockers as an anti-hypertensive agent, a clinical double-blind crossover trial of propranolol in 18 hypertensive Jamaicans showed that there was no significant difference between this beta-blocker and an inert placebo (Humphreys and Delvin, 1968) . The results of this study led to the conclusion that betablockers were ineffective in black hypertensives. A recently concluded crossover trial using atenolol and chlorthalidone showed that there was a significant fall in both systolic and diastolic blood pressure with a small dose of 25 mg of chlorthalidone, but that at the conventional dose of 100 mg atenolol, only the diastolic pressure showed a statistically significant reduction. However, the combination of atenolol plus chlorthalidone produced a significant reduction in both the systolic and diastolic blood pressure which was greater than with either drug used alone . While Douglas-Jones and Cruickshank (1976) showed that atenolol at a dose as low as 50 mg daily was effective in lowering the blood pressure of white patients, our experience has been that higher doses are required in black Jamaicans to achieve a successful response . It is often stated that blacks are more sensitive to thiazide diuretics than to beta-blockers because they have 'low renin' hypertension, but we were unable to show that the pre-treatment plasma renin activity (PRA) was different in those subjects who responded to 100 mg atenolol alone compared to those who required 200 mg atenolol pulse 50 by chlorthalidone daily to lower their diastolic blood pressure below 95 mmHg . It is possible that renin acts mainly as a 'marker' for factors such as the degree of sodium loading, and that it is not by itself of fundamental importance in explaining ethnic differences in responsiveness to drugs.
At the University Hospital of the West Indies, a few well-known anti-hypertensive drugs are selected for general use (Fig. 4) . The step-care approach is promoted as it provides a logical, sequential, and effective practical formula through which management can be rationalized (Grell, 1980) . Thiazide diuretics are the most commonly prescribed first line drugs as they are cheap and effective. It is recognized that the metabolic side effects including impaired glucose tolerance, hyperuricaemia, and hypokalaemia, are important consequences (MRC, 1981) , but the benefit to be derived in a population where the prime responsibility of physicians is in reducing the overwhelming burden of deaths from severe hypertension (Fig. 5) 
